DEPARTMENT OF PUBLIC HEALTH AMD 'EL_FA 18 1003 . . - STATE FILE NUNBIR
DO NOT WRITE AMENDED Registration District No. _________~__________ Primary Registration Du_tri:‘l No#h M2 AJ 8P Registrara No. ___6304__

ON THIS STUB FHED N2 11867 -
1. FLACE OF DEATH 2, USUAL RESIDENCE {Where deceasad lived. 'If institution: Residence before

a. COUNTY ’ e STATEMiS Sourib. COUNTY admivsion)
b. CITY (If outside corporate limints, give TOWNSHIF only) Length of stay in 1b ¢, -CITY Inside Limits

OR OR
1o 35t, Louls Yrs. . town  35t, Louls | Yo KN D

¢. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET If curside, give locati Resi
HOSPITAL OR ADDRESS ‘ s ocation} eside on Form

wstution  E/R to City Hosp. Yes X No O -~ Adolphus Hotel Yo O No X
3. NAME OFf _DECEASED First Middle Last 4, DATE Month . Day Year

{Type or print) - PETER MARSON DS:TH X June // 1963

5. SEX 6. COLOR OR RACE 7. Marriad [] Never Married [ |B. DATE OF BIRTH | 9. AGE (las birthday) | IF UNDER 1 YEAR IF UNDER 24 HR

Male White © Widowed Diverced [ 7/|+/8}+ 79 Months | Days | Hours Min.

10a. USUAL OCCUPATION (Give kind of wark dons | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OFf WHAT COUNTRY

IH‘ st of w, rlung lite, aven if -ru‘hred} i Retired ) ms sj_a USA

13s. FAIHER S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND DR WIFE

Unknown | _____Unknown Annle ¥(Deceased)

15. WAS DECEASED EVER.IN U5, ARMED FORCEST 1A SOCIAL SECURITY NO. | 17. INFORMANT Address
(Yenﬂa or unknown)| {If ya, giva war T:r dates of servi Al McHenrY ’ 39 58 Eﬂ. s ton St L0u1 S Mo

18. CAUSE OF DEATH (Enter only one cause per ling for [o), 1], and (<) INTERVAL BETWEEN

PART I. DEATH WAS CAUSED BY: . E\D N . ONSET AND DEATH
_ IMMEDIATE CAUSE {2) N M—c& 5 t S04 N wm "
o

MISSOURI DIVISION OF HEALTH 'g STANDARD CERTIFICATE OF DEATH : 563—()26162

V5 300
Rev. 4759

TE AMENDED

¥

DOCUMENT

Canditiany, if any, DUE TO (b}
which gava rise ro
sbove cause (a),

stating the uvnder- % .

lying  couse last. DUE TO ) 5219 7,

PART I1. OTHER SIGNlFICANT COND"IONS CONTRIBUTING TO DEATH bur not related ta the terminal PART 111. If doceased wes femala was
disease condition given in PART | (a) thers a pregnancy in last 90 days.

[_[:] Yei l O Neo | O Unknown

19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Emter mature of injury in PART i or PART II of item 18.)
O 0

PERFORMED? ] .
YES1 NO - i

20c. TIME QOF Hobr Month, Day, Year !
INJURY a.m.
pam.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [] farm, factory, stree1, office bldg., etc.)
NOT WHILE AT WORK [

INSTEAD OF

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

v- her live on
21. 1 sHended the decessed from. a8 and last saw p;o alive

J v
Death occurred at. 3 - P‘ m on the dats stated above, and to ﬂm best of my knowledge, from the cavees IIMBd

USE BLACK INK

22s. SIGNATURE emee= . [Degree or fitle} Ty ‘ /] 22b. ADDRESS — - ) 22¢. D»‘“E SIGNED

/[ f,@”'vo-nﬂ-/ /JOGW&‘H’. 6/‘!‘].(3
RIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State)

mﬁﬁ??&\tsmm 6/15/6 St, Matthews St. Louls, Mo,

1 ADDRESS 25. DATE RECD. BY LOCAL REG. | 24. R RAR'S BIGNAJURE.
Mcfaugnlin, 2301 Lafayette, N 14 Toad Foiidd, 0.

S —— T e

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




- “'SYATEMENT-BY LICENSED EMBALMER
Tt Rl W)

s Yk - ——

I s - PPN ' o

1_hereby certify that the body 'wﬁos'e_: name is recorded on the reverse side of this cenificate was{mbalmed by me,

or by _ Student Embalmer No.
workingunder my personal supervision.

PN (‘

-

Student™s: ¢

, Signature of Student Embalmer

Licensed Embalmer No

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above conslitutes grounds for revocation of license).

‘If embalmed by a STUDENT, he alse shall sign in his OWN handwriting.

if this body is not embalmed, fact should be so stated above.




